To study the cases of postpartum haemorrhage, their causes and management in a tertiary care centre. Methods: A retrospective study of cases of postpartum haemorrhage for a period of 3yrs was conducted in Dept. of OBGY at a rural tertiary care center and teaching hospital in Maharashtra. The major causes, management modalities, morbidity and mortality associated with it were discussed. Results: Out of 37515 deliveries over the period of 3 years (2014-2016), there were 1333 cases of PPH out of which accounted for a prevalence of 3.55%. Study showed that 86% of cases were due to atonic PPH, 9.9% due to traumatic PPH, and 0.97% were due to both atonic and traumatic PPH. 2.7% of cases were due to retained placenta, 0.07% were due to bleeding diathesis.
INTRODUCTION
Post-partum haemorrhage is the leading cause of maternal morbidity and mortality and accounts for one quarter of cases of maternal mortality worldwide. 1 It is among the manageable causes of maternal mortality that if managed properly can prevent most of the cases of maternal deaths. According to WHO, obstetric haemorrhage causes 127000 deaths annually worldwide and is the leading cause of maternal mortality. 2 Death due to pregnancy is still an important cause of premature death of women worldwide. Post-partum haemorrhage occur unpredictably and is an equal opportunistic killer. 3 PPH is afrequent complication of delivery and its incidence is commonly reported as 2-4% after vaginal delivery and 6% after caserean section with uterine atony being the most common cause in 50% of the cases. 4 Post-partum haemorrhage is defined as blood loss from the genital tract, exceeding 500ml within 24hrs of vaginal delivery and 1000ml during caserean section. 5 It is also now a day defined as any blood loss that has a potential to produce or produces haemodynamic instability. Massive obstetric hemorrhage is a major cause of maternal mortality and morbidity worldwide. It is defined (among others) as the loss of >2,500ml of blood, and is associated to a need for admission to critical care and/or hysterectomy. 6 It is not only life threatening situation but also an obstetrician's nightmares. 7 Anticipation of risk factors and active management of the third stage of labor, including the prophylactic application of uterotonics, are considered to be among the keypoints in the prevention of PPH. 8 Many national and international studies show that uterine atony is the commonest cause of PPH followed by trauma to genital tract, adherent placenta, uterine angle extension and retained placenta. 9 Generally, PPH requires early recognition of its cause, immediate control of the bleeding source by medical, mechanical, invasive-nonsurgical and surgical procedures, rapid stabilization of the mother's condition, and a multidisciplinary approach. 8 Second-line treatment of PPH remains challenging, since there is a lack of univocal recommendations from current guidelines and sufficient data from randomized controlled trials. 8 Even in tertiary care centres as us with availability of excellent uterotonics and active management of third stage of labour still PPH dominates as the cause of maternal mortality. Our basic aim was to study the major causes of PPH in our hospital and its management.
METHODS
A retrospective study was conducted for a period of three years from Jan 2014 to Dec 2016 at Dr. Shankarrao Chavan Government Medical College Vishnupuri, Nanded, a tertiary care centre in Marathwada region of Maharashtra. It is situated in the banks of Godavari river and has availability of all essential medications and excellent surgical hands and operation theaters.
In this study, we collected data of all the deliveries (37515) primarily conducted in our centre and the cases of PPH referred from peripheries. The study included all the cases of normal vaginal delivery, assisted vaginal deliveries and Caeserean section.
The cases with blood loss after normal delivery >500ml or after Caeserean section >1000ml managed by uterotonics alone or requiring <2 blood transfusions were taken as cases of uncomplicated PPH.
The cases requiring >2 blood transfusions with uterotonics and the cases requiring surgical intervention in the form of B Lynch or internal iliac artery ligation or even obstetric hysterectomy were taken as cases of complicated PPH.
RESULTS
The retrospective study for the period of three years showed that out of 37515 deliveries conducted in the study hospital there were 1149 cases of PPH. There were 184 cases of PPH referred from the peripheries. Totally there were 1333 (3.55%) cases of PPH reported in three years. The incidence of PPH in our study was found to be 3.5%. A similar study conducted in south India showed an incidence of 5.1% and 3.1% respectively. 7, 10 While it varies between 0.5-9.5% in different studies done in Pakistan. [9] [10] [11] [12] Amongst these majority of the cases were due to atonicity i.e. 1147 cases were of atonic PPH accounting to 86% of the total cases. Most important and major finding in our study was that the most common cause of Post-partum hemorrhage was uterine atony, which is loss of tone in the uterine musculature. Normally, contraction of the uterine muscle compresses the vessels and reduces flow. This increases the likelihood of coagulation and prevents bleeds. Thus, lack of uterine muscle contraction can cause an acute hemorrhage. These findings were evident by the studies conducted in America and Pakistan. 9, 10, 13, 14 ( Table 1 ). Among these majority of the cases were treated with uterotonics alone i.e. 1080 cases and were taken as cases of uncomplicated PPH. surgical intervention and were taken as cases of complicated PPH. These complicated atonic PPH cases accounted for 4.87% of the cases. There were 2 cases of inversion accounting for 0.15% cases ( Table 2) .
DISCUSSION
Out of these cases 18 cases required B Lynch. Among these in 6 cases bleeding was controlled with B Lynch alone whereas rest of the 12 cases required further intervention. So, among the cases of complicated atonic PPH, in 8.9% of the cases bleeding was controlled with B lynch alone. Uterine compression suturing (UCS) was recommended as the first-line measure preventing hysterectomy in patients with uterine atony who respond to bimanual compression. 8, 15, 16 In a recent prospective population-based study, the estimated rate of use of UCS was 18 cases per 100.000 deliveries (95% CI; 15-20 per 100.000); UCS was mostly attempted in women delivering by caesarean section and in only 8.5% of patients delivering vaginally. 8, 17 Results of our study are also consistent with the study conducted by Shaikh et al in Hyderabad where 8% of cases were treated with B Lynch. 7 In 29 cases of complicated atonic PPH internal iliac artery ligation was carried out. Internal iliac artery ligation (IIAL) has been advocated as an effective measure of controlling intractable PPH and preventing maternal death. 18 IIAL does not result in complete blockage of blood supply to the female pelvic organs but contributes to a significant decrease. 19 The technique has been used in patients with uterine atony and abnormal placentation. 20 Among these 29 cases in 13 cases the bleeding was controlled with internal iliac artery ligation alone without any other surgical intervention. i.e. 19.40% of the cases of complicated atonic PPH were managed by internal iliac artery ligation alone with blood transfusions. Joshi et al. 18 pointed out that IIAL not only contributes to the prevention of hysterectomy but also in cases where hysterectomy cannot be prevented, it facilitates hysterectomy as in case of uterine trauma. The overall success rate of IIAL in our study was found to be 44.82%. Overall success rates reported in other studies varies from 42 to 93%. [21] [22] [23] One of the most difficult decisions in obstetrics, which should be made by an experienced obstetrician in close cooperation with an experienced anesthetist, is to determine if and when conservative fertility preserving approaches make no longer sense and immediate peripartum hysterectomy (pH) is required to save lives. 24 15 cases of complicated atonic PPH required obstetric hysterectomy as a last resort to control bleeding. It accounted for 22.33% of cases of complicated atonic PPH. Our study showed that in our hospital, of the cases of atonic PPH 94.15% of the cases were managed by uterotonics alone, 2.87% cases required blood transfusions along with uterotonics, 0.52% of cases required B Lynch, in 1.13% of cases internal iliac artery ligation was done and1.30% of cases required obstetric hysterectomy. Out of 1333 cases of PPH, 132 cases were due to trauma to the genital tract. It accounted for 9.9% of cases. Some cases of perineal tear were treated in labour room under local anaesthetics and it accounted for 60 cases. i.e. 45% of the cases were managed in labour room. 72 cases of traumatic PPH required vaginal or cervical exploration and in those cases surgical repair was done in OT under short GA. This accounted for 54.96% of the cases of traumatic PPH (Table 3) . In our study, we found that 13 cases had both atonic and traumatic components. This accounted for 0.9% of the total cases of PPH. These cases needed prolonged hospitalization and caused serious morbidity in the patients. It was found that 2.70% of the cases i.e. 36 cases were due to retained placenta. Out of these 14 cases required manual removal of placenta in OT i.e. 38.88% of the cases of retained placenta required intervention in OT whereas rest of the cases were treated in labour room with uterotonics and the placenta was removed manually in labour room. The patients with bleeding diathesis like Idiopathic Thrombocytopenic Purpura were treated with extra caution and rarely ended up with PPH. 0.07% of the cases of PPH was due to bleeding diathesis.
CONCLUSION
Post-partum haemorrhage is the nice way of saying that we let our women bleed to death. In this era with availability of excellent uterotonics and active management of third stage of labour even today PPH stands first as the cause of maternal mortality and morbidity. This study highlights the existing variable practices for management of PPH. Heamorrhage asssosciated mortality can be prevented by critical judgement and early intervention. So, in order to tackle this deadly condition, it is essential to assess the risk factors and blood loss during delivery. It is recommanded to strictly follow the authorized management plan in order to prevent the patient with complications and death. Even though with excellent medical and surgical intervention maternal mortality due to PPH has been significantly reduced, the field still needs extensive research and proper protocols to manage PPH.
